Reducing cervical cancer disparities in the U.S. requires intentional focus on structural barriers such as systems and policy which impact access to human papillomavirus (HPV) vaccination, cervical cancer screening and treatment. Such changes are difficult and often politicized. State comprehensive cancer control (CCC) plans are vehicles that, if designed well, can help build collective focus on structural changes.
Introduction
Cervical cancer remains among the top ten diagnosed cancers for African American and Hispanic women in the United States, despite dramatic declines in cervical cancer morbidity and mortality since the mid 20 th century.
(1) Incidence rates among these minority populations (2) (3) (4) (5) (6) (7) (8) and those who are uninsured(1,9-11) have remained relatively stable for the past several years, (12) (13) suggesting that system characteristics are likely preventing population health improvement.
Addressing systems problems and changing policies are examples of public health structural interventions because they alter the structural context for health. Such interventions are not often favored because they involve addressing sociopolitical arrangements in the policy process. Examples of structural interventions to reduce U.S. rates of cervical cancer include, 
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("PSE") to reduce obesity, tobacco use and second hand smoke exposure.(16) Thirty-two states received funding for area (urban/rural) and topic specific (obesity/tobacco) community action planning. That same year, CDC provided 5-year funding to 13 states to demonstrate the capacity of comprehensive cancer control programs to implement policy and environmental cancer control interventions. The intent of the funding was to develop capacity to prioritize and track state and local cancer control policy changes. (17) An important vehicle for communicating structural change is the state-level comprehensive cancer control (CCC) plan. Well-designed CCC plans can facilitate structural efforts because they have the potential to broaden the base of support for change through strategic direction for advocacy, funding, and system change. State CCC plans are an example of what has been called 'small p' policy expressions,(18) because while not developed by elected officials, these plans are established and supported by state agencies and partners with the potential for broad population-level impact.
CCC plans are the result of a long-standing funding partnership between the Centers for Disease Control and Prevention (CDC) and states, territories and tribal organizations to coordinate and align the many cancer efforts toward common goals, objectives and strategies.
Initiated in 1998 among five states, CCC planning is now conducted in all 50 states and the District of Columbia, seven tribal nations and in seven U.S. territories and Pacific Island jurisdictions. (19) (20) (21) Evaluations of these plans have focused on their accomplishments, (22) (23) strength of the plan elements themselves (plan organization, use of evidence, clearly stated objectives, and mapping of funding to objectives), (17, 24) and specific focus area such as genomics content, colorectal screening and HPV vaccination. (18, (25) (26) (27) Cancer Research. Dramatically reducing or even eliminating U.S. cervical cancer disparities is within our grasp with extant public health tools of vaccination, screening and early treatment. Therefore, we present here results from a systematic review of state CCC plans in all 50 states and the District of Columbia to see whether these cervical cancer prevention tools are emphasized, and whether structural interventions are among the stated strategies to address cervical cancer. Study objectives were to identify the prioritization of cervical cancer in state comprehensive cancer plans, understand the conceptualization of HPV in these plans, and to identify evidence of structural interventions focused on likely systems and policy barriers in the fight against cervical cancer. participating private providers regardless of insurance status; "universal purchase select," meaning that the state supplies many but not all of the recommended vaccines regardless of insurance status with the remainder provided only for Vaccine For Children (VFC) eligible children; "VFC and underinsured," meaning that the state supplies all recommended vaccines for VFC-eligible and underinsured children; "VFC and underinsured-select," meaning that the state supplies many, but not all recommended vaccines for VFC and underinsured children with the remaining available only to VFC-eligible children; and "VFC only," meaning that the state supplies recommended vaccines only for VFC-eligible children. See Table 1 .
Materials and Methods
Two independent investigators developed a codebook based on research objectives. A coding conference was held after the first 12 CCC plans were reviewed to assess reliability, confirm clarity and to identify and manage coding discrepancies. All CCC plans were reviewed with a revised and improved data-gathering instrument.
Most measures were straightforward, with the exception of HPV conceptualization and evidence of structural intervention strategies for cervical cancer. Qualitative statements in the CCC plan about HPV were coded as having no reference to cervical cancer, reference as a cause of cervical cancer; and reference as a cause of cervical and other cancers. Dummy variables were created to test bivariate associations between state, plan and cervical cancer plan content characteristics. CCC plan cervical cancer-related goals, objectives and strategies were coded as having structural focus using an a priori framework based on the work of 
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economic interventions and policy change. Strategies had to be well-articulated to be coded as structural. So, for example, a plan that stated a need to expand funding for free screening but did not fully articulate strategies to do so were not coded as having a structural intervention.
Associations between CCC plan content related to cervical cancer, plan characteristics, and state characteristics (including health access and funding) were tested using ANOVA and X 2 testing with Fisher's Exact Test as appropriate. Significance of observations were noted when significant at p <.05 level. Table 2 .
Results

CCC plans from
Prioritization of Cervical Cancer
Discerning the prioritization of cervical cancer in the CCC plans was a bit difficult, as 45.1% of plans contained priorities that were not clearly ordered. However, 21.6% of plans identified 
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HPV vaccination and screening with HPV diagnostic tests, however, is not fully clear. Some state CCC plans recognized the connection between HPV and cancers but did not articulate strategies to increase vaccination or screening.
Second, the planning around cervical cancer remains focused largely at the individual level: change the individual behavior of patients and providers. While some plans noted the structural barriers of insurance, unsupportive vaccine policy environments or underfunded systems of screening and follow-up, there was a paucity of strategies addressing these issues.
The lack of structurally focused state CCC plans and articulated evidence-based structural interventions to address cervical cancer is of great concern and warrants future studies of the potential for utilization of policy tools in plans to help facilitate future adoption of policy and structurally related planning. 
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Finally, it is possible that prioritization of cervical cancer does not represent a reliable marker of whether cervical cancer is actually prioritized, because almost half of plans (45.1%) did not prioritize specific cancers. That a state plan prioritizes cervical cancer does not mean strategies will be evidence-based or structural in nature. Further, plans that did not explicitly prioritize cervical cancer often contained strategies addressing it.
It is important to recognize that while state CCC plans shared several characteristics, state plans varied considerably. Even as the federal government finances the state CCC planning effort, there is room for state flexibility to develop plans that are reflective of the greatest cancer burdens in these jurisdictions, and can be advanced by statewide partners. Advising states about the structural change opportunities presented by CCC planning would be a wise endeavor as evidence begins to emerge.
Several opportunities exist to encourage the inclusion of strategies focused on structural or policy issues in CCC plans. Almost half of the plans (41.2%) are nearing the end of their planning cycle in 2015 and can take time to focus on how they are addressing cervical cancer and HPV in their plans. Understanding perceptions of planners about actual and perceived barriers to HPV specific planning as well as barriers to structurally based planning generally would allow for greater interpretation of these observations.
As we move away from disease specificity in our policy and planning to focus more on structural aspects which impact populations across cancers, we may find that it is easier to focus on structural interventions and related preparations for them such as coalition building 
